_ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
.%Qwub&anmENT OF PUBLIC HEALTH AND WELFARE _.6&_%%@3_
Regiu;aﬁon District No. ‘,._-.éé.Lanlry Registration District No. _‘_g—_,___ﬁ___..ﬂegufnr s No. ./‘S.,_:L

DO NOT WRITE AME|
ON THIS STUB NDED

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where duceued lived. if institution: Residence befors

a. COUNTY STAJE - . i
Marion *Wesours ™ “““arion mission)
b. Cc!)'l;z\' (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [[.. c. CITY Inside Limits

oR :
TOWN Hannibsal 5 Mo. TOWN " Palmyra Yo [ No OO

€. FULL NAME OF {If NOT in hospital, give location Inside Limits d. STREET If i i 3 .
HOSPITAL OR ol " ADDRESS {if cutside, give location} Retide on Farm

INSTITUTION Lovering Hospital Yesffl Ne [l 726 8. Main Yes O No @

3. NAME OF DECEASED “First . Widdls T3 DATE Month Gay Vaor

(Type or print) :
Florenee Cs - Moss DEATH April 27 1963
5. SEX & COLOR OR RACE 7. Married i Navar Married [ 1 DATE OF BIRTH | 9 AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

] Widowed [ Divorced [ Months | Cays | Hours Min.
Pomale White ~ _ |Nov.8 1875 87 '
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRYI 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during maag of working Life, even if retired)
oueew Centervilles Iowa UeB.A.

VS 300
Rev. 4/59

leby8
206 E[

DATE AMENDED

13a. FATHER'S NAME . 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE

Fliny Cunningham | Mary Schumacher { D. B. Moss

15. WAS DECEASED EVER IN U.5. ARMED FORCES 76. SOCIAL SECURITY NO. Li; TNFORMANT Address

8. Mariette Long Jolla Calif.

18. CAUSE OF DEATH (Enter only one cause per line Yor (a), (D), 800 (&),
PART |. DEATH WAS CAUSEDF;Y . : 'qNuquEgih%Eme
{MMEDIATE CAUSE (o} . 7

(Yes, no, ﬁunkmwn) | [If yes, give war or dates o
[

DOCUMENT

. - == - .
Conditions, if sny,}  DUE TO {b) ,&L\F"M——W MW ) W .
rd

which gave rise to
above cause [a),
stating the under-
lying cause lash DUE TO (c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ml refoted to the terminal PART IlI. If decoased was female was
disease condition given in PART 1 (a) . there a pregnancy in fast 90 days.

]r_-| Yes] O Ne I O Unknown

19: WAS AUTOP?SY 20a. ACCEENT SUECD|DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED
YES[1 NOO

20c. TIME_OF Hour Maonth, Day, Year
INJURY a.m.
g.m,

20d. INJURY OCCURRED 20w, PLACE OF INJURY {e.q., in or about home, | 20f. CITY, TOWN, OR LOCATION COQUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., efc.) .
NOT WHILE AT WORK [

21.. | "atiended the deceased fromM%l?_'SZ. m__@MZ_/Zné-l} 1w R.‘r:‘ a]iv--c.m_M G'L’_)' / 7 65
Death occurred at. + b P m on the date stated above, and 1o the best of my knowledge, from the causes stated.
22q. SIGNATY 2 {BAgrea tillc?‘ . ADDRES! / [z ATE SIGNED
Dhoth N B pe b M N " Falppiple, ro |4z

2%a. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LQEATION (City, town, or county) [State):
EMOVA pecufy) .

roma - May 2 1963 Valha lla Crematory 8t

[]
24. wﬁd DIRECTOR ADDRESS 5. DATE RECD. BY LOCAL REG. [24. REGISTRAR'S SIGNATURE

e Uabirsy

{Licensed Embalmer’'s Statemant on Reverse Side)

’

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

v

3

P

USE BLACK INK
OR
TYPEWRITER RIBRON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _ : Student Embalmer No.

working under my personat supervision.

Student Signed C({ J "% c«/c' P —

Sigrature of Student Embalmer

Licensed Embalmer No. 52"5

P. 0. A;!dress Palmyra, Mo.

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure.to ccrnpiy .
with the above constitutes grounds for revocation of license).

If embalmed. by a STUDENT, he also shall sign in his OWN handwrmng.

)3 this bo.dy is not embalmed, fact should be so stated above. . - - -

Y




